Due to epidemiological transitions in population health both an increase in life expectancy and in chronic morbidity and disability have been observed in many countries. Consequently the tension between 'living longer' on the one hand and the 'quality of life' on the other has become a central health policy problem. The introduction of the indicator 'health expectancy' (HE), a measurement that combines mortality data with morbidity and disability data, was a logical reaction to these changes and to the growing need for a present-day yardstick to estimate this problem. The HE indicator is still under development, a process being furthered by the international network of researchers, REVES. A European project, called Euro-REVES, aims to promote and harmonize future HE calculations in Europe. To begin this project and to gain more insight into the indicator's policy relevance, an inventory has been carried out among policy makers, National Statistical Institutes and researchers in countries of the European Union (EU). This paper presents the results of the inventory, attempts to place these within a provisional classification system of HE types, and discusses the consequences of the findings for further conceptual harmonization and development of the indicator. Already 11 of the 15 EU member states have HE results available. The actual use of such results for policy making is increasing. Notwithstanding a great diversity in sources and questions used for the calculations, there seems to be enough similarity to give the harmonization effort a good perspective.
Introduction.
This article presents the results of an inventory in the 15 member states of the European Union (EU) into the use of a relatively new measure of population health, called 'health expectancy' (HE). The inventory aimed to gain more insight into the policy relevance of this indicator by describing where and how HEs have been calculated and whether and how these calculations have been used by policy makers. It also tries to organize the results into a provisional classification system for different types of HE calculations.
2. Background.
I. Changes in population health
In human communication, man has always used 'measurements' to explain what size or amount he had in mind. In general, therefore, measurements can be seen as tools for achieving timely reflections of relevant phenomena. As the word timely implies, they are not everlasting entities. Measurements come, flower and go depending upon practical applicability.
For instance, nowadays nobody would consider the number of swords and horses useful indicators of an army's strength, but they were adequate expressions of this in Medieval times. New measurements of military power have superseded the old ones.
Similar developments can be observed in health policy making. In developed countries, for instance, measurements of mortality -for a long time traditional indicators of population health -are losing their impact due to major changes in the health of populations.
These changes, the so-called epidemiological transitions, have resulted in both an increase in life expectancy and an increase in chronic morbidity and disability [1, 2] . Consequently the conflict between 'living longer' on the one hand and 'living in less good health during the extra years gained' on the other has become a central health policy problem. The introduction of a new measurement of population health, the HE indicator, therefore was no more and no less than a logical response to these changes in population health and to the growing need for policy makers to have a new and contemporary yardstick for adequately estimating this problem t31.
The advantage of the HE indicator is that it combines information about mortality with morbidity and disability data [4] . Although the idea for such an integral indicator dates back to the 6Os, it is only since the mid-80s that a substantial number of researchers from different countries have begun to apply the idea [5] In order to bring more structure into the process of international comparison of the results of calculations, a classification system for different types of HE results has been proposed [14] . An improved version of this system is described in a report written as a contribution to the preparations of the World Health Report 1995 published by the World Health Organization [6] . The classification system -which in its complete form is more detailed than will be explained here -is a step forwards towards better comparability, but many problems still remain to be solved. For this reason, the system is considered 'provisional'.
According to the classification system, HE is a general term for all types of indicators that measure the expected number of life years in a given state of health. The provisional classification system has four groups of HE types. The first group, concerning life years with or without disease, follows the ICD-framework [15] . The second follows the ICIDH framework and has three subgroups [16] 'subjective' and the fourth a 'weighted' category. The grouping of HE types, their definitions and some remarks can be found in Table 1. 3. Material and methods.
To each of the 15 member states of the EU, written questionnaires were mailed to three respondents: a policy maker, a representative of the National Statistical Institute and the researcher who -according to the information of the Euro-REVES and REVES networks -was most intensely involved in HE calculations. Where possible, respondents were selected with the help of 'national teamleaders', that is the persons who are invited to play a coordinating role for their country in the Euro-REVES project. In some cases when candidates for this role were not yet known, they were selected by addressing the National Ministry of Health and/or the National Institute of Statistics. The intake of completed questionnaires stopped at the end of June 1995. In the analysis, the results of an earlier inventory in OECD countries were taken into account [14] .
The questionnaires for the three groups of respondents differed, although they contained overlapping questions. The areas covered in the three questionnaires are presented in Table 2 . The main items in the questionnaires were the HE calculations as carried out, the sources and questions used for these calculations and the policy relevance and use of the calculations.
Results.

Response
The response rate was 33% for policy makers and 80% for both National Statistical Institutes and researchers, In three countries the questionnaires for statisticians and researchers were answered by the same persons, because the calculations were done at the National Statistical Institute.
Calculations made
Results concerning the calculations as made in the EU are given in Table 3 . HE calculations have been made in most EU member countries (73%). Only in Greece, Ireland, Luxembourg and Portugal were no such calculations carried out. Some calculations for Germany were done by researchers from elsewhere [17, 18] . In most countries calculations were done at a national level (67%); in half the countries (53%) also at the regional/local level. Trend calculations were made in nine member states (60%), calculations by socio-economic status (SES) in four (27%), regional comparisons in five (33%) and disease specific calculations in seven countries (47%). To complete the European picture it should be mentioned that outside EU countries, HE. calculations have been made in Bulgaria, Norway and Switzerland [6] . Table 1 The provisional classification system of types of health expectancies (HEs) and the countries where the respective types have been calculated HE types (with definition and relevant remarks) Average number of years an individual is expected to live free of disability if current patterns of mortality and disability continue to apply; disability is defined as any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner or within the range considered normal for a human being Table 2 The three areas covered in the questionnaires for policy makers, National Statistical Institutes and researchers Questions To the question of what sources were used or available for HE calculations a wide variety of answers was given: (national) health (or disability) interview surveys, (micro)censuses, national interview surveys (like general household and level of living surveys), morbidity surveys, surveys on ageing, registers (mortality, specific morbidity, institutionalization) and special studies. Also the kind of questions used for the calculations (Table 4) showed a wide variety. Perceived health questions and ADL and/or IADL questions are favourite.
Policy relevance and use
The few policy makers that returned the questionnaires considered HE a useful or very useful indicator in policy making, but these respondents probably represent a positive selection. The following quotation was a striking remark about the policy relevance: "It's the best way to give a kind of summary of the overall health development".
An interesting question was why the calculations were done. Surprisingly most answers indicated an initiative on the part of the researcher (personal interest, for research purposes, for MSC and PhD thesis, epidemiological studies and research). In Denmark, England and Wales, France, The Netherlands, Spain and Sweden, however, there was also much interest on the part of the authorities responsible for health policy. An explanation for this phenomenon could be that in the latter countries researchers had already a couple of years earlier become interested in HE calculations and by now had apparently convinced their policy makers of the usefulness of this indicator. Some other countries seem at present to be in the phase where researchers take an interest in the indicator, a process that very well may be speeded up by the work of Euro-REVES. Some support for the above mentioned explanation -countries in different stages of taking up -can also be found in the answers to the question (to National Statistical Institutes and researchers) 'Could you mention some examples of the use of results of HE calculations in policy documents?' (1) In Denmark, the 'Public health, health behaviour, prevention programme ' (1991) and 'Health promotion programme of the government of Denmark' (1992) -politically accepted for implementation in 1988 -are to a large extent based on the results of HE research [19, 20] . Those results also initiated ideas for the prevention of musculoskeletal diseases in Denmark WI.
(2) In England and Wales, HE research has begun to attract the attention of policy makers with a recent review report called 'Health Expectancy and its Uses' [22] . Consequently HE is being considered as an indicator for 'Health of the Nation' targets and for resource allocation, although it is not yet mentioned in published policy documents. [34, 35, 39] . In Belgium one of the research reports describes HE as a tool for planning and decision making in the health care sector [40] . The Belgian presentation of results of HE calculations -mostly based on regional data -was amongst others followed by the approval of a plan to organize a national Health Interview Survey (Van Oyen, personal communication).
It should also be mentioned here that HE has been explicitly included in the Health for All by the year 2000 strategy that the European office of the World Health Organization formulated in 1984. Healthy life expectancy and disabilityfree life expectancy were proposed as indicators to monitor progress for two of the 38 health targets [34, 35] . 4.5. Provisional class$cation system Table 1 gives the distribution of HE calculations in EU member states according to the provisional classification system. Disability-free life expectancy (DFLE) and healthy life expectancy (HLE) which is based on perceived health, are the most popular categories (each calculated in nine countries). The diseasefree life expectancies all concern dementia-free life expectancy. Impairment-free life expectancy and health-adjusted life expectancies are still missing.
Discussion and conclusions.
Compared to 1989, the year that the international researchers' network REVES started, the interest of countries of the EU in HE calculations has greatly increased. HE calculations have now been carried out in 11 member states and most of these countries have experience with more specific calculations like trend analysis and disease specific calculations.
Initially the concept of HE attracted the attention of researchers, followed by National Statistical Institutes. More and more, however, national (and sometimes regional) health policy makers have become interested. Not surprisingly this interest of policy makers is mostly observed in countries that were the first to come up with HE calculations. However, in some countries where respondents
were not yet able to mention concrete examples of policy use, the interest of policy makers seems to be increasing.
A positive finding, from the point of view of Euro-REVES as a harmonizing activity, is that there have already been many initiatives. In many countries, experience with HE is rapidly growing. Given the similarities found in conceptual approach and in the way calculations are made -at least between a number of countries -there seems to be enough common ground to justify the hope of the perspective of future comparability in the EU. On the other hand, there is also a great diversity in concepts, approaches, sources, questions, calculations and inter-ests. This, however, may turn out to be a less serious problem as it doesn't make sense thinking about international comparability in terms of 'all data collections and all calculations need to be exactly the same everywhere'. It seems more realistic to pursue parsimony, thus comparability for a minimum set of items. Leaving countries the freedom to tackle their own specific problems in their own way, therefore, will enhance rather than hamper harmonization.
However, the harmonization necessary to achieve a comparable minimum set of HE calculations throughout Europe poses a great challenge to the joint efforts of policy makers, data collectors and researchers. Euro-REVES is fully aware that it can never achieve such a goal on its own. Therefore the network hopes to establish fruitful collaborations with other groups and agencies active in this field of public health epidemiology.
